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8. Astatementthat tha requirements ta
conplets vacginations of declination statements,
shaill be suspshded by the ddmiltisirator In the
evenl of a vacelne shartage as declared by-ths
Commissioner.or the Comrtfissloner ' s designea.

This Rule 'is'not met as evidanced by

Based on teview of facllity employss files and
Interview, the facllity fajled to document the.
Influenza. Vacclnation for 4 (11, #2, #3, #6) of 6
amployae files Teviewed.

The findings Ihcluded:
Review of employee filgs revesléd no.

dacumentation 4 efnployees were offered the.
Influenza Vaccifiation or signed 3 dedlination.

Interview with the:Directar of Nurslng on 1/10/18 |

at 230 PM In the Conferente Rogm conflrmed
the facllity falled to provide documedtation or a
signed ddollnation of tHe Influenza Vaccination to,
4 employees.
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